The Brazilian Unified Health System (SUS) launched, in 2006, the National Health Promotion Policy (PNPS), including health promotion in the list of priorities of the country's public health agenda. Within the health promotion field, the following priority areas were identified: physical activity and healthy diet promotion, smoking, violence, abusive alcohol intake and drug consumption prevention, and sustained development. 1 The changing epidemiological profile of the country, with a proportional increase of noncommunicable diseases made it urgent to emphasize the promotion of healthy lifestyles. 2 The Brazilian Ministry of Health (MoH) defined physical activity promotion as a key priority in the country's strategy to address noncommunicable diseases through health promotion and prevention, and started developing several initiatives, which include (a) surveillance of risk factors for chronic diseases, (b) capacity building, (c) networking of researchers, practitioners and institutions, and (d) evaluation of ongoing interventions, 3, 4 as well as (e) funding of local interventions. This article will focus on item "e," but we will briefly describe the other items.
Surveillance of Risk Factors for Chronic Diseases
After a period of pilot testing started in the state of São Paulo 5 and later expanded to other cities in the country, 6 the Surveillance System on Risk 
Capacity Building
The MoH promotes annual courses on the development and evaluation of physical activity interventions. Speakers come from Brazilian universities, from the MoH and from CDC. The target audience includes practitioners involved with each of the interventions funded by the MoH (see item "e").
Networking of Researchers, Practitioners, and Institutions
The MoH leads a network of researchers, practitioners, and institutions in the country committed at increasing population levels of physical activity. The network now includes several universities, government secretariats, and physical activity promotion programs, such as the Federal University of Pelotas, the Federal University of Parana, the Federal University of São Paulo, the University of São Paulo, the Federal University of Minas Gerais, the Federal University of Sergipe, the Health Secretariat of Recife, the Health Secretariat of Curitiba, the Health Secretariat of Vitória, among others. International partners also joined the network, including the Centers for Disease Control and Prevention (CDC), the Washington University in Saint Louis, among others.
Evaluation of Ongoing Interventions
The MoH is committed to evaluate public health results from ongoing physical activity interventions in the country, so that successful experiences can be disseminated. A key partner in this effort is the GUIA (Guide for Useful Interventions on Activity in Brazil and Latin America) project, which includes Brazilian and US universities, the MoH and the CDC. The Academia da Cidade intervention in Recife was the first intervention to be evaluated, and results are available elsewhere. 4, 8 Evaluation studies also took place in Curitiba 9 and Aracaju, 10 and are currently taking place in Vitória and Belo Horizonte.
Funding of Local Interventions
Since 2005, the MoH started providing funding for local interventions to promote physical activity and health. In 2005, the 27 state capitals were awarded. From 2006 onwards, were selected through public requests for application of proposals. In 2006, proposals from 131 cities were awarded. In 2007, this number increased to 212, whereas in 2008, it rose to 337. Overall, the network now includes 469 projects. These projects summed up to a total cost of around $30 million.
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Although building this network was a massive effort, it was just a first step toward the construction of a healthier country. In addition to funding local interventions, the MoH is committed to evaluate the effectiveness of these projects, as well as their potential for expansion, the improvements needed, the challenges faced, etc.
The evaluation of public health interventions can be done using different methodologies. 12 As a first step, studies on the structure and process of ongoing interventions are needed. 13 If the intervention performs well with regards to these indicators, it is possible to plan studies aimed at evaluating its impact under ideal (efficacy) or real life (effectiveness) situations. 14 
Methods
This is a descriptive study based on information collected through postal and online questionnaires which were sent to cities funded by the MoH in 2006 and 2007. In addition, we used census data to present geographical information (region of the country and size of the city) on the cities funded from 2005 to 2008. Regions were categorized according to the country's distribution (North, Northeast, Midwest, Southeast, and South) and city sizes were divided into 4 groups (<30,000, 30,000-100,000, 100,000-500,000, and >500,000 inhabitants). The postal questionnaires were sent to cities in 2007 and 2008, and we aimed at verifying the current status of the interventions. Questionnaires were answered by the coordinators of each intervention. Questions on structure and process were included, and the following variables were analyzed in the present article:
Public spaces used: respondents were asked about which type of public spaces were used to perform the activities that are part of the intervention. These include squares, indoor sports courts, outdoor sports courts, schools, etc. Professionals involved in the intervention: respondents were asked about the background of all personnel involved with the intervention, such as teachers, doctors, nurses, etc. PNPS topics covered: respondents were asked about which topics of the PNPS other than physical activity were prioritized in the intervention. These include healthy diets, prevention of smoking, etc. Partnerships developed: respondents were asked about partnerships developed to allow the intervention to start or continue. These include public/public or public/private partnerships. Partnerships between governmental secretariats were also investigated. Evaluation indicators: respondents were also asked about the indicators they were using or were planning to use to evaluate the intervention. Questionnaires were self-administered. Coordinators received the questionnaires by mail and were asked to send them back to the MoH. Coordinators also received an e-mail with a link for electronic completion of the questionnaire. In both cases, subjects were given 60 days to answer to the questionnaire. In addition to sending the questionnaires by mail and e-mail, the MoH sent information about the questionnaires and provided respondents with contact information in the case any doubt would arise.
Statistical analyses were restricted to descriptive statistics. Analyses were carried out using Epi-Info and Stata. Consistency checks were performed before data analyses, to exclude duplicate information and to check the quality of the data collected.
Results
The Figure 1 shows the distribution of the funded project in the Brazilian map. A concentration of projects in the Southeast region is observed. The Midwest and the North regions are those with the lowest number of projects funded. Table  1 describes the cities funded in each year according to their sizes. As soon as the projects started to be selected on a competitive basis (2006), most cities funded had less than 30,000 inhabitants.
In Table 2 we present the number of cities funded by region and year. It is important to bear in mind that in 2005 only state capitals were funded. From 2006 onwards, although absolute numbers tended to increase in all regions, proportions were mainly stable. Out of the cities which were funded in 2006, 76.3% (n = 100) answered the questionnaire, whereas the equivalent proportion for cities funded in 2007 was 70.3% (N = 149). With regards to structure indicators (Table 3) , squares, and indoor sports courts were the public spaces most frequently used by the intervention programs. Health professionals were part of most intervention teams; physical education teachers were part of 82.2% and 91.5% of the teams in 2006 and 2007, respectively. Physicians, nurses and community health agents (health workers who visit households within a defined catchment area to obtain updated health information on household members) were also present in over 70% of all teams.
In relation to process indicators (Table 4) , the main health topics other than physical activity included in the interventions' priorities were healthy diets and prevention of smoking. In addition, it should be noted that in 2007, all topics were more frequently reported than in 2006, a finding that indicates an increase in the number of multipurpose lifestyle intervention projects as compared with those focused solely on physical activity promotion. The main source of partnerships developed included Health and Education Secretariats. In the 2 years, walking, gymnastics, dancing, and flexibility activities were the most frequently activities which were part of the interventions. Most projects mentioned to be committed to evaluation. In 2006, process and short-term impact evaluations were more frequently reported than middle-and long-term impact evaluations. In 2007, proportions were between 40% and 60% for all 4 possible answers. 
Discussion
This paper describes the countrywide network funded by the Brazilian MoH. Due to its current size (469 cities funded) and geographical coverage (all regions of the country included), we believe the Brazilian experience is unique and deserves to be shared with the physical activity and health scientific community. Currently, the network includes 8% of all Brazilian cities. To build this network, a multistep process was needed. First, it was necessary to convince policy makers that investing on health promotion through physical activity was a good deal. When the first step was achieved, it was needed to seek funding possibilities for the construction of the network. Convincing policy makers to invest part of the funding on evaluation was another challenging step. Making cities put together a formal project to be selected through a competitive basis was another challenge. Because all these steps were achieved successfully in the Brazilian experience, we believe that describing this initiative in the peer-reviewed literature could be useful for researchers in other countries who may wish to approach policy makers aiming at proposing similar large-scale interventions. Structure and process indicators analyzed in this paper were based on Donabedian's health services and programs evaluation principles. 15 Structure indicators comprise material and organizational aspects of the programs. Process indicators measure the resources used by the programs to produce the desired results. According to Donabedian, an adequate structure leads to good process indicators, and consequently, to an impact on population's health. 15 Due to the magnitude of the network, it was not possible to go further and evaluate the impact of each intervention on population's health. Currently, the MoH is evaluating the impact of selected interventions in the country, 4,9,10 and our plan is to expand such type of evaluation. However, the description of structure and process indicators presented here can be used as a starting point for future impact evaluations of these interventions.
One of the positive aspects of the programs was the high and increasing proportion of multipurpose projects, mainly focusing on the promotion of healthy diets and the prevention of smoking. This finding is reinforced by the participation of several different groups of health professionals in each intervention, characterizing most of them as really multidisciplinary. This result is also in accordance with the Brazilian PNPS principles. A further positive result was that several interventions were made possible through partnerships.
Some negative results were also noted. First, the partnerships rarely included universities, suggesting that there is a gap between formal academic institutions and practitioners in Brazil. One could argue that the likely explanation for this scenario is that several of the funded cities are small, and do not host a university. However, there is no impediment for universities to collaborate with projects which take place in other cities.
Although our network is still growing, we are committed to make it grow even bigger, both in terms of quantity and quality. We aim to achieve 1000 cities by the end of 2010. Evaluations efforts will be continued and the replication of successful interventions in other cities is to be prioritized. Our aim is to make physical activity part of everyday's life to Brazilians of all ages, which would help us achieve our main health promotion objective, that is to improve quality of life of the Brazilian population.
